s a health professional, it is always interesting to navigate the health care system from the perspective of a patient. Though I have now worked in a hospital setting for close to 30 years, my personal experience is limited. A decade ago, I accompanied my mother, a gastric cancer patient, through a 4-year journey through various aspects of the health care system. At the time, I reflected on the need for medication counseling upon hospital discharge. Medication reconciliation was only a few years away, and today, most hospitals perform some form of medication reconciliation for patients at the end of a hospital stay. More recently, I have accompanied my father through a similar journey, involving several hospitalizations in different facilities, frequent visits to physicians, and the need for increasing health care. These are some of my observations revisiting the health care system through the eyes of a patient.
I am grateful for the excellent care that my father has received. Improvements in technology and medication practices have propelled patient safety to a new level compared with a decade ago. But in the end, I am reminded that technology is augmentation to a human system. At the core, our policies and practices promote rational and optimal patient care and direct the use of technology to those ends. I am still in awe of the numerous compassionate and selfless individuals who work in our health care system.
As was the case almost 10 years ago, most hospitalizations still result in significant medication changes for the patient. In the case of progressive illnesses, therapy usually involves the addition of medications or dosage changes in current therapy. Today, in contrast to a decade ago, medication reconciliation upon discharge is a standard of care. It is apparent that education and counseling of inpatients is a valuable and essential tool in preventing medication errors in the transition home. Unfortunately, the changes in medication therapy that accompany a hospital stay are often overwhelming for elderly patients or caregivers unfamiliar with the health system. Even a medication reconciliation sheet and brief counseling session may not be enough to aid patients through safe medication practices once they return home. After a recent discharge experience with my father, a 20-minute consultation ensued with the community pharmacist to reconcile his ambulatory patient profile with the discharge medication profile, requiring reconnection with some physicians for new prescriptions. Not every patient has the advantage of a personal advocate and I wonder how many rehospitalizations are related to post discharge compliance and confusion with medications.
One response to this dilemma is the BOOST Project (Better Outcomes for Older Adults Through Safe Transitions) sponsored by the Society of Hospital Medicine with the aim at improving the discharge pro cess to reduce 30-day readmission rates for general medicine patients. Additional goals are to improve pa tient satisfaction, en sure the identification of high risk pa tients, and improve patient education. Pharma cists are in volved be yond typical medication reconciliation practices to ensure that in-depth medication education occurs.
We should be mindful that medi cations and patient safety does not stop at the hospital lobby door. Hospital Pharmacy invites you to evaluate your discharge planning practices and share your experiences with us. Are there methods for improving patient transition from hospital to home? As pharmacists, are we participating fully in education and communications with others in the ambulatory sector that would improve patient outcomes? *Director, Drug Information Center; Clinical Professor Kansas University Medical Center, Kansas City, Kansas; † Director of Pharmacy, University of Kansas Hospital, Kansas City, Kansas.
